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Gilbert W
a key partner with the MOPHS, resolved to evaluate 
the effectiveness of the community health strategy in 
delivering a community-based maternal and newborn 
care intervention in Butula and Funyula constituencies 
of Busia County, Kenya.  The intervention’s aim was 
to empower women, men, families, and communities 
to stay healthy, make healthy decisions and respond 
to obstetric and neonatal needs and emergencies; 
strengthen linkages between service delivery at levels 
one (community), two (dispensary), and three (health 
centre); and strengthen community action.
The study’s aim was to evaluate the effectiveness of 
the community health strategy to deliver community-
based maternal and newborn care by assessing change 
in knowledge and behavior among pregnant women, 
and utilization of Essential Maternal and Newborn 
Care (EMNC) practices among women with children 
aged 0-23 months. Our hypothesis was that consistent 
exposure of community and household members 
to essential maternal and newborn care messages 
through CHWs results in increased adoption of EMNC 
health practices by pregnant women and mothers or 
caretakers of newborns. 
Materials and methods 
Study setting 
The study was carried out in Butula and Funyula 
Constituencies of Busia County, Kenya, between 
October 2008 and June 2010. The two constituencies 
neighbor each other and border Uganda to the west 
and Lake Victoria to the south. They cover an area of 
526.4 sq. kilometers, and have an estimated population 
of 215,384 persons, of whom approximately 50,000 
are women of reproductive age (WRA) and 30,000 are 
children under five (CU5). The maternal mortality ratio 
for the two constituencies is estimated at 680 deaths 
per 100,000 live births (4). The neonatal, infant and 
under five mortality rates are estimated at 24, 65 and 
121 deaths per 1,000 live births, respectively. In both 
constituencies, more than 67% of people are classified 
as poor, with a mean monthly household income of 
US $42. The main causes of poverty include: lack 
of markets for produce, mainly fish and sugar cane; 
poor communication and transport infrastructure; 
and unreliable weather conditions. The population 
is predominantly Christian and of the Luhya ethnic 
group. 
The study team facilitated the District Health 
Management Teams (DHMTs) to form 45 community 
units (CUs). Each unit recruited a Community Health 
Committee (CHC) with an average membership of 
12 people. Members were recruited in accordance 
with the Community Health Strategy guidelines and 
trained for three days on Community Health Strategy 
(CHS) concepts and decision-making processes. The 
CHCs organized community dialogue days to raise 
awareness of maternal and newborn health issues with 
the aid of data displayed on a community chalk board. 
In total, 18 community dialogue days were organized 
during the study period. Deliberations of community 
dialogue days informed CHWs and CHEWs to plan 
during community action days for health service 
delivery in the community. 
CHWs were nominated and elected during the 
assistant chief’s barazas (A gathering called by 
administrative leaders such as chiefs to inform or 
sensitize communities on various issues) based on 
their ability to read and write, permanent residence 
in the community and demonstrated commitment to 
the service of their neighbors. CHWs were requested 
to make two household visits to women during 
pregnancy and three times after birth. CHWs also 
received quarterly supervision from CHEWs. 
Study population 
The study used a pre-test and post –test non-randomized 
interventional design to observe a sample of pregnant 
women and mothers with children aged 0 – 23 months 
for a period of 22 months between October 2008 and 
June 2010. A sample size of 1,624 (532 mothers with 
children ≤23 months and 1,092 pregnant women) 
was determined using Stratified sampling sample size 
computations for women with children ≤23 months 
and EpiInfo™ (version 3.5.1) software for systematic 
sampling of pregnant women.  A pre-determined 
sample size of 19 from each of the seven strata was 
used in the stratified technique to estimate the sample 
size of women with children ≤23 months at each 
observation point (19x7=133) translating to a sample 
size of 166 (133x2) at the four observation points. A 
sample of 133 gives a 95% confidence (Bethany et al., 
2008). 
To arrive at the sample size for pregnant women, 
we computed a standard sample size of 241 using 
EpiInfo™ (version 3.5.1) based on the following 
estimates:1) population of pregnant women was 
11,825 in the study site, 2) the estimated proportion of 
pregnant women visited by CHWs was 80%, and 3) the 
margin of error was +/-5%. Considering Intra-Cluster 
Correlation (ICC) of 0.015 based on the observation 
that values of ICC are between 0.01 and 0.02 in human 
studies [17], the variance inflation factor (VIF) was 
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Excitement is in the air in Kenya, what with the looming 
elections and constitutional changes? JOGECA has 
not been left behind in these exciting times, we have a 
booming issue that readers will enjoy reading. And there 
are exciting developments in the pipeline to propel our 
journal into new heights. 
For starters, we have a specially invited paper on 
Evidence Based Practice (EBP). The author, Dr Mukaindo 
Mwaniki, takes us through the historical beginnings of 
EBP, and how EBP has evolved over the years to what it is 
today. We can no longer rely on experience and intuition 
as the guiding tenets of our practice in Obstetrics and 
Gynecology. The best evidence is out there, and we have 
mobile tools to hand to aid in pulling up the evidence 
and applying it into daily practice. Mukaindo’s paper 
shows us how and why we should uphold EBP, accruing 
benefits both in individual patients and for the greater 
public health. Readers can anticipate more exciting and 
specially invited papers on broad themes in our specialty 
in forthcoming issues.
The routes of human delivery are finite, it’s either 
vaginal delivery or abdominal delivery by Caeserean 
Section (CS). For many reasons, CS deliveries continue 
to raise a lot of debate, mostly due to escalating rates 
in many institutions. (And not to forget there still exists 
very low and unsafe CS rates in some remote localities). 
Muteshi et al, in their paper on using the Robson criteria 
to classify CS deliveries, remind us of strategies that we 
can employ to mitigate against rising CS rates in our 
respective institutions. An ideal CS rate may not exist, 
and is difficult to define, but we don’t want to go the way 
of some infamous institutions where CS rates border 
around 80% of all deliveries.
The Millennium Development Goals (MDGs) deadlines 
as defined by WHO are almost upon us. Our maternal 
and neonatal morbidity and mortality rates are still 
unacceptably high. We still have many strides to make if 
we are to achieve MDGs 4 and 5. We have two papers in 
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this issue that remind us of our dismal statistics, clearly 
more needs to be done.
We also have some rare case reports, serving to remind 
us to always expect the unexpected. They make good 
reflective reading.
And finally, where is our journal heading? JOGECA 
deserves its place as the main Obstetrics and Gynecology 
journal in our region. Our local academic institutions 
are world-class, providing enough research material to 
propel our journal into greater heights. But why do local 
authors seek to publish elsewhere? Surely, part of the 
answer must lie with the obvious fact that JOGECA is 
not formally rated, and does not have an Impact Factor. 
So what is an Impact Factor? It is simply the number of 
global citations of the papers published in a given journal 
within two years of their publication divided by the total 
number of papers published in the journal during that 
time. Put another way, an Impact Factor of 1.2 means 
that a paper published in JOGECA in 2010 was cited 1.2 
times on average in 2011 and 2012. Thomson Reuters 
manages the Impact Factor process, and accepts only 10-
12% of approximately 2000 journals evaluated each year. 
It may seem a big hurdle to climb, but we can aim to 
lift JOGECA into Impact Factor evaluations by widening 
our coverage, publishing issues on time, upgrading 
our editorial board and improving peer reviews. In this 
way, JOGECA will attract more authors, both locally 
and internationally, and transcend the heights of Impact 
Factors!
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